Lower limbs moderately spastic; knee-jerks very brisk; clonus bilateral. Anklejerks normal; no ankle clonus. Right and left extensor plantar response. Sensation in legs normal. The patient is unsteady on his feet, which are flat.
On a previous admission to hospital, October 1933, investigations of the blood and cerebrospinal fluid had shown no abnormality other than a protein of 0 * 07 in the latter. In that month many septic teeth were extracted. 14.5.34, showed: R.B.C. 5, 310, 000;  Hb. 94%;°C .I. 0-8; W.B.C. 27,550. Differential: Polys. 73% ; lymphos. 12%; eosinos. 4%; hyalines 11%; platelets 230,000.
The patient is up all day and is afebrile. A microscopical examination of a section of skin shows fibrosis of dermis, cystic dilatation of a few lymphatics in the corium, a few small foci of slight lymphocytic infiltration, and areas of slight excess of pigmentation in the malpighian layer.
It is thought likely that lesions of a corresponding type have been responsible for the changes in the nervous system.
Dr. PARKES WEBER said that one or two cases like this had been described under the heading " hemangiomatosis miliaris." If it was desired to draw attention to that feature of the case he would prefer the term " miliary telangiectasia," because, obviously, the minute lesions in question were not real angiomata, but telangiectases-an important distinction, particularly in regard to the question of brain involvement. A part of this telangiectatic condition was comparatively common, namely, the part affecting the scrotum and penis. As a rule, however, men who had only the scrotum and penis affected did not visit doctors, since the patients did not trace any particular disability to the condition. Often there was a little keratosis over the telangiectatic lesions of the scrotum and penis, and such cases might be referred to as cases of angiokeratomatosis of scrotum and penis. He (the speaker) suggested that, for various reasons, the condition of the nervous system in the present case was independent of the skin condition.
There never seemed to be any obvious family tendency to this kind of cutaneous miliary telangiectasia-a condition, which, however, was very rare. It was distinct from the Osler type (often familial) of telangiectasia.
Rat-bite Fever.-Sir ALDO CASTELLANI, K.C.M.G.(Hon.), M.D. This patient was bitten on the right thumb by a rat in August 1933. The actual bite healed in two or three days. Twelve days later, however, the wound reopened, and the patient had fever, which began with a rigor; the fever lasted three days and then her temperature became normal. During the attack a rash appeared. There have been about fifteen attacks in all, each attack lasting two or three days. The apyrexial period varies in length; sometimes it is of two or three days' duration, sometimes three or four weeks. The rash assumes different aspects; sometimes it is erythematous, at other times it is papular and even nodular. Sometimes the patient shows a diffuse erytbematous rash on the face, arms and legs. The subcutaneous tissue may become cedematous. There is no pruritus and practically no pain.
The patient has been treated with various organic preparations of arsenic, chiefly salvarsan and neosalvarsan. When she was brought to me by her doctor the rash was nodular, and it looked like erythema nodosum. I. suggested to the practitioner that he should stop giving arsenical preparations and substitute for them bismuth. The patient has had only a few injections of bismuth, and there is no doubt that already she is much better, as the rash has practically disappeared. This case has been shown on two previous ocassions.' The patient contracted the disease eighteen years ago in the tropics, and no treatment of any kind ever had any distinct beneficial effect. Two years ago the eruption involved practically the whole body. Treatment with fuchsin-acetone-resorcinol paint was then begun,
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To-day the whole body is clear of the eruption, except the right arm and shoulder and the neck, which have never been treated. I have been asked by several members for the formula of my red paint. It is as follows Saturated alcoholic solution of basic fuchsin 10 c.c. 5% aqueous carbolic acid solution 100 c.c.
Filter, and add boric acid 1 gramme.
After two hours add 5 c.c. acetone; two hours later add resorcin 10 grammes. The paint to be kept in a dark-coloured bottle, with a glass stopper. I cannot say exactly why this paint is efficient, but I carried out many experiments with it in New Orleans several years ago, and I concluded that its efficacy depended chiefly on its being prepared according to the directions just mentioned. Certain chemists, apparently, do not know how to make it properly, and a brown, almost black, preparation then results. If prepared according to the instructions it is quite clear, and remains active for many months. This patient, aged 52, has been doing missionary work in Marseilles since 1908. She has not been abroad elsewhere and has not, to her knowledge, had any contact with lepers. Her health, she states, has been delicate since she had appendicitis twenty-seven years ago.
History of present condition.-Twenty-five years ago (1907) she first noticed pain in her left ring-finger whilst playing the mandolin. This gradually became more severe and constant and was later followed by diffuise swelling of this finger. Ten years ago (1924) the first lesion appeared on her left cheek as a small red area. Seven years ago (1927) she had a chronic cough. Her chest was X-rayed and her sputum examined but she was not told whether or not there was any evidence of tuberculosis.
Condition on examination.-Right cheek: Shows simple arborescent telangiectasis. Nose: On the middle of the left side is a slightly raised red plaque, a little more than a square centimetre in area. On glass pressure this shows a number of small confluent grey translucent nodules, Left cheek: The malar area is cyanotic and also shows diffuse telangiectasis. The lower posterior margins of this area are the site of circinate and annular lesions. These lesions have reddened centres and flat, shiny, scaly brown margins. On glass pressure a ring of grey translucent infiltration may be recognized. There are several similar outlying lesions behind. A few small raised nodules showing similar infiltration under the diascope are present just below the left nostril. Left forearm: The extensor aspect shows a few scattered flat lupoid macules but without any palpable infiltration or scarring. The left annularis finger shows diffuse tapering swelling. There are several very small nodules on both sides, underlying, a light purple discoloration. The nail is atrophic and there is a soft cystic swelling suggesting a "ganglion" over the front of the head of the proximal phalanx.
The left thumb also shows some discoloration of the nail fold, beneath which minute nodules may be recognized by glass pressure. This nail is discoloured. Right ring-finger: Shows similar ch&nges. Other fingers of both hands appear to be normal. Toes: Show at the distal ends of their dorsal surface, extending on to the pulp, diffuse irregular cyanosis with similar minute nodules to those seen in the fingers.
Skiagrams of hands and feet show several characteristic rarefied areas which are most marked in the left little finger and thumb.
Dr. Yealland, who kindly examined the extremities, could discover no objective sensory disturbance.
